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A 63-year-old woman developed acute back pain and sciatica
after playing hula-hoop. Urinary incontinence was also
noted in this patient. Magnetic resonance imaging (MRI)
revealed acute thoracolumbar spinal subdural hematoma.
After emergent surgical decompression and evacuation of
the spinal subdural hematoma, the patient experienced
good recovery with no postoperative neurologic deficits.
We describe and review the clinical presentations,
characteristic findings from imaging studies, and treatment
of spinal subdural hematoma.
CASE PRESENTATION
A 63-year-old woman had sudden onset of low back pain,
headache, and severe pain in both legs approximately 8
hours after playing hula-hoop. Physical examination
revealed flaccid paralysis of both legs with areflexia, and
loss of all sensation below T11 bilaterally. The patient had
urinary bladder retention and bowel incontinence on
arriving in the emergency room. Emergency MRI revealed
acute subdural hematoma extending from T11 to L2 (Figure
1A). Laboratory examinations revealed a platelet count of
295 × 103/µL, a prothrombin time of 10.9 seconds with an
international normalized ratio of 0.91, and a partial
thromboplastin time of 27.1 seconds with a control of 28.5
seconds. The patient was taken promptly to the operating
room for total laminectomy from T11 to L3. The epidural
space appeared intact, and the dura mater was bluish in
color with marked tension on palpation. When the dura was
incised under operative microscope, a solid subdural
hematoma with high pressure and compression to the cord
was totally removed by irrigation and aspiration. No vascular
malformation, tumor, or other pathologic abnormality was
found intraoperatively (Figure 2). Histologic examination
showed an organizing hematoma with no evidence of
neoplasm or vascular abnormalities.
Postoperatively, there was gradual improvement in
motor response and some sensory return in the legs and
perineum. No urinary incontinence was noted and bowel
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control was normal. Follow-up MRI 6 months later showed
no residual hematoma (Figure 1B), and the spinal cord
appeared regular, with a centromedullary hypersignal on
T2-weighted images. After 2 years’ follow-up, the patient
was doing well with no neurologic deficits.
DISCUSSION
Spinal subdural hematoma is a very rare disease entity that
is usually associated with underlying hematologic disorders
or other predisposing conditions [1]. A recent history of
Figure 1. (A) Extensive hyper-intense shadow over the subdural space extending from the lower thoracic level to the upper lumbar level found on
T1- and T2-weighted images, showing an acute spinal subdural hematoma. (B) Subdural hematoma postoperative status shows no residual subdural
hematoma or cord compression.
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Figure 2. (A) Dura open under operative microscope shows a clotted mass of blood under pressure. (B) After total removal of the hematoma, the intact
arachnoid and underlying subarachnoid space were noted.
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vigorous exercise should be considered a possible cause of
acute spinal subdural hematoma if no other predisposing
conditions are found. Spinal subdural hematoma can
compromise the spinal cord or cauda equina, which may
result in paralysis or sensory loss in the associated
dermatomes. All reported patients presented with back
pain as the leading symptom, rapidly followed by radicular
irradiation to the legs. Complete sensory and motor deficits
of the medulla or cauda equina can follow within several
hours, as well as disturbances of vesical and bowel functions
[2]. The average time from the onset of back pain to the
development of paraplegia is 10 to 26 hours [1].
Clinical examination gives no hint regarding the nature
of the lesion. Early diagnosis and identification of the extent
of the spinal subdural hematoma are necessary. MRI is
superior to computerized tomography for diagnosis and
follow-up of spinal subdural hematoma [2,3]. Recognition
of blood products in MRI is the most important factor in
distinguishing spinal subdural hematoma from other spinal
lesions [4]. Classically, T1-weighted images have low- to
iso-signal intensity, whereas T2-weighted images have low
signal intensity because of the presence of deoxyhemoglobin
[3,4]. In our case, low signal intensity was observed on T1-
weighted images, whereas T2-weighted images were
inhomogeneous, probably because of numerous blood clots
and other complex factors. In our opinion, sagittal T1- and
T2-weighted images provide more information for the
diagnosis of spinal subdural hematoma than other imaging
studies. Furthermore, postoperative MRI can be helpful in
showing spinal cord damage, thus serving as a predictive
factor for recovery [4].
Most authors regard spinal subdural hematomas as
surgical emergencies, with the best prognoses reserved for
patients who receive prompt diagnosis and surgical
evacuation, whatever the preoperative neurologic status
[5–7]. However, surgical outcome is related to preoperative
neurologic status. Surgical outcomes were reported to be
good in 25 of 59 patients (42%) with spinal subdural
hematoma [5,8]. It is generally agreed that prompt
laminectomy with evacuation of the hematoma should be
performed before the spinal cord is irreversibly damaged
[6].
In conclusion, acute spinal subdural hematoma must be
considered a surgical emergency due to the possibility of
spinal cord or cauda equina compression. MRI with sagittal
T1- and T2-weighted images is adequate and reliable for
the diagnosis of subdural hematoma. Prompt surgical
decompression and evacuation lead to a good prognosis, as
in our patient.
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